Full thickness intestinal biopsy plays an essential role in the diagnosis of certain rare diseases of the small and large intestine including the visceral myopathies,' 2 diffuse lymphoma with or without coelic disease, visceral systemic sclerosis, and non-Hirschprungs motility disorders. 3 Traditionally the biopsy has necessitated laparotomy or mini-laparotomy but a minimally invasive technique would provide obvious advantages.
Feeding jejunostomy, a concept developed by Delaney,4 has been used to provide nutrition for postoperative patients' and occasionally for the support of patients with chronic intestinal disease.6 The tubes may be placed at laparotomy"8 but in the past decade percutaneous endoscopic techniques to avoid open operation have been developed first for gastrostomy9 1" and later for jejunostomy."-' The procedures for jejunostomy are complex, however, and a number of problems and complications have been recorded. 14 15 We describe a laparoscopic technique suitable for both full thickness intestinal biopsy and for the placement of a feeding jejunostomy tube and report three cases where the method was applied.
Method A pneumoperitoneum is raised in the standard fashion and a 10 mm 00 telescope is introduced through an umbilical port. Operating ports are established in the mid clavicular line 3-5 cm, below the left costal margin (10 mm) and in the midline half way between the xiphisternum and the umbilicus (5 mm). A full laparoscopic examination of the abdominal contents is carried out.
INTESTINAL BIOPSY
The site for biopsy is selected and the bowel grasped by atraumatic forceps introduced through the 10 mm port. By gentle traction the bowel is pulled into the orifice of the cannula and delivered into the wound by removal of the cannula together with the grasping forceps holding the bowel (Figure) . A full thickness biopsy of appropriate size is taken and the bowel returned to the abdominal cavity after suture closure of the defect. Figure: Sequence showing the techniquefor laparoscopically delivering the small bowel to the wound surface in preparation forfull thickness biopsy or feedingjejunostomy. TUBE 
JEJUNOSTOMY
The duodenojejunal junction is visualised by cephalad displacement of the great omentum and transverse colon. A point is selected approximately 30 cm beyond the flexure so that the jejunum can be brought to the abdominal wall without tension and with enough laxity to allow the transverse colon to revert to a relatively normal position once the jejunostomy is fashioned. The bowel is delivered into the port wound as above and a suitable jejunostomy tube is inserted and advanced an adequate distance along the distal bowel. After closure of the bowel around the tube four sutures are placed quadradantically in the seromuscular layer adjacent to the point of the tube insertion and the bowel is replaced into the abdominal cavity. With the aid of small wound retractors the peritoneum and deeper muscle layers are exposed and the four sutures are passed through these layers to secure the bowel firmly against the abdominal parietes.
The various manoeuvres necessary for biopsy and for tube jejunostomy can be undertaken without enlargement of the 1 cm port incision but in the event of the bowel being thickened, or technical difficulty, there would be no contraindication to a modest enlargement of the wound to facilitate the surgery. We have, however, not found this to be necessary in our small experience. Finally Laparoscopic jejunostomy by the method described allows the bowel to be opened outside the abdomen for the insertion of a self retaining tube of ample calibre directly into the lumen without kinking or coiling; there is no possibility of displacement of the tip back into the stomach. Importantly, suture of the jejunum to the abdominal parietes ensures against leakage into the peritoneal cavity and facilitates easy replacement of the tube should this be necessary. These features coupled with the relative technical simplicity of the procedure suggests the jejunostomy by the laparoscopic route holds advantages over percutaneous endoscopic method. There has been one report of another technique for laparoscopic tube jejunostomy of which we were unaware when we treated out patients. In this publication the entire operation was performed intraperitoneally and required a specially designed needle holder for completion. 9 We feel that our technique is quicker and less complicated involving fewer puncture sites and avoiding the need for intraabdominal suturing with specialised instruments.
Neither full thickness intestinal biopsy nor tube jejunal feeding are commonly required but patients in whom they are indicated are usually ill and malnourished. Avoiding laparotomy by a minimally invasive laparascopic technique provides clear benefits including increased safety and a shorter period of recovery.
